old people screened. This attitude may be mistaken: old people in residential and nursing homes may still have unmet need.6 Some health workers were enthusiastic about the checks. They felt they were a valuable new method of discovering unmet need and were popular with patients. Others had a positive attitude but felt the changes required by the new contract were a great burden and so had not been able to organise checks on old people effectively in their first year.
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In most practices the nurse was involved in organising and carrying out the checks but the amount of protected time allowed for doing them varied. The previous training of the nurses often included experience with old people but not their assessment in the community. This may reflect a lack of suitably trained nurses, the expense of employing them, or the amount of training available locally. The study was small and it was not surprising that we were not able to show any effect of nurse training on the results of the checks. However, functional assessment is a taskwhich requires particular skills and assessors need to know what resources are available if they are to make best use of the results of the assessment. We were concerned that over a third of the practice nurses doing checks had had no training in assessment of old people at all.
Where checks were being offered, patients always had the option of being assessed at home, though some practices still did most checks in the surgery. This used less of the doctors' and nurses' time but may have detracted from the value of the procedure. It is unclear why more new problems were found when checks were done mainly, but not exclusively, at the patient's home. It may be that these practices selected high risk patients for further assessment in their homes.
MEETING UNMET NEED
The commonest referrals were for chiropody and occupational therapy; 5% of the old people assessed in the sample month needed a new referral for chiropody and 5% for occupational therapy. Locally these services have long waiting lists. The increased demand for these services needs to be matched by an increase in resources. The higher number of problems found in inner city areas probably reflects greater unmet need in deprived areas. This also needs to be addressed by appropriate allocation of resources.
In total, 43% of patients assessed had a new problem that needed action. This pick up rate seems to be substantial though the actions taken suggest that most unmet need can be handled at a primary care level. Only 3% of new problems required referral to hospital. The present study was unable to find out the proportion of problems that were insoluble or trivial since this would have required asking practices to record information in a suitable form. This would have changed the way they carried out the checks. However, the finding that no problems were recorded for nearly half the old people in the sample is enough to suggest that the obligation to assess all old people annually needs to be questioned. For some patients, less frequent assessments may be sufficient after an initial check. Also, the number of new problems found per patient may diminish over the next few years if the checks are successful in helping to meet previously unmet need. For these reasons, it is essential that the effectiveness of the checks on old patients is carefully monitored.
We thank the 20 practices that took part in the study and Sue Read for her help with data analysis. 
Introduction
The 1990 general practitioner contract requires general practitioners to offer all patients aged 75 and over an annual home visit and assessment. The areas of assessment are specific: general function, to include continence, mobility, and mental state; sensory assessment; social assessment; and review of treatment.
This study was undertaken to measure the uptake of invitations for assessment; to examine who carried out BMJ VOLUME 305the assessments, and where; and to document the needs identified and subsequent referrals. In addition the views of doctors, nurses, and elderly people on assessment were investigated.
Subjects and methods
Wiltshire Family Health Services Authority data show that on 1 April 1990, 39516 patients aged 75 or over were registered with 281 family doctors based in 83 practices. I collected data from 77 practices, 73 of which (88%) provided complete information.
IMPLEMENTATION OF THE ASSESSMENT SCHEME Data were collected by the practices on prepared sheets which showed how many patients had been offered an assessment, how many had accepted, and who had undertaken the assessment and where. A separate sheet recorded referral numbers and the agency of referral. These sheets together with standard patient assessment cards were given personally to every practice in April and March. The sheets were simple to complete and acted as a means of collecting information that the practice themselves required. Each practice was visited quarterly to collate information from the sheets. The only validation in the study was by regular checking with professionals responsible for carrying out assessments and collating practice data.
VIEWS OF FAMILY DOCTORS AND PRACTICE NURSES
Questionnaires were sent to every general practitioner (281) and to practice nurses (54) conducting assessments. Questionnaires were sent through the practice managers with a covering letter; the letters were followed up in most cases by a telephone call. There was an 83% (232) response rate from doctors and 89% (48) response rate from nurses.
VIEWS OF PATIENTS
A small sample of 360 (2%) elderly patients was selected from six practices, two from each of the three health districts in the family health services authority. The way practices managed the assessment scheme varied widely (table I) . In some virtually all assessments were carried out by general practitioners while in others all were done by practice nurses. The highest uptake of invitations was among the 18 practices in which general practitioners did most assessments (76%). In the 27 practices where practice nurses did all or most of the assessments uptake was 57%. Doctors carried out the lowest proportion of assessments in patients' homes, while practice nurses with specialist qualifications did 85% of their assessments in the home (table II) .
Substantial differences in referral patterns by professional background and training were also found. In all 3264 referrals resulted from the 19 565 assessments, an overall rate of 167/1000. However, the referral rate from practice nurses with specialist qualifications was over twice this: 400/1000 visits. Analysis by practice organisation of assessments showed that the referral rate was lowest in practices in which 80-100% of assessments were carried out by general practitioners and highest in practices in which all assessments were done by practice nurses (table III) . Table IV shows where patients were referred after assessment. Referrals to health services were most common, most of these were for hearing (29% of referrals to health services and 18% of all referrals) or to chiropody services (30% of health service referrals and 18% of all referrals).
ATTITUDES TOWARDS ASSESSMENTS
Attitudes of general practitioners and practice nurses to the assessment differed greatly. Only four respondents who had been assessed did not find the assessment helpful. Of those who welcomed the assessment, three quarters said this because it was good to know the doctor or nurse cared. Not surprisingly, the response rate from those who had refused the assessment was low. Those who responded largely comprised those who reported that their health was as good as they could expect for their age (38 patients) and those who visited the doctor regularly anyway (38 patients). The remainder gave other reasons for refusing an assessment.
Discussion
Since 1964, when Williamson first identified the extent of unreported disease among elderly people, there has been considerable discussion concerning the appropriateness, benefits, and logistics of anticipatory care.' During the past 30 years the focus of preventive care has shifted from uncovering disease to detecting unreported or poorly reported conditions. This approach has now widened to include functional, social, and environmental factors affecting the health of elderly people.2 One of the main influences on the development of case finding programmes has been the assumption that elderly people underconsult. Several studies have found that although elderly people undoubtedly have greater morbidity,3 they consult their doctor more frequently than younger adults. 4 Indeed, those that do not consult regularly have been found to be healthy.56 However, elderly people and their relatives still tend to accept many minor symptoms as being a natural part of aging.7
VALUE OF SCREENING
Substantial evidence exists to show that case finding assessment uncovers unreported needs,'-" but it is difficult to measure the effect of such a programme on the health of elderly people. Most studies so far have used the traditional measures of mortality and morbidity-incidence of hospital admissions and length of hospital stay.79'" A randomised controlled trial in Newcastle recently showed that a screening programme had significantly improved the morale of elderly people but had not reduced physical problems, or increased ability to carry out activities of daily living.'2 I also found evidence to support the view that patients value somebody caring about them. Illife et al showed that an annual assessment would uncover new cases of depression and dementia. In their study one in five elderly people (22%) had evidence of depression; nevertheless, new information leading to effective medical and social intervention was limited. 13 The noncomparability of these studies make it difficult to draw any firm conclusion.
In Wiltshire the overall uptake of assessment (64%) was considerably lower than the 75% predicted. '4 This relatively low acceptance rate clearly limits the usefulness of the data for population based health care planning. Although those who were assessed welcomed it, blanket screening of elderly people annually may be both crude in structure and expensive in time and resources. Sophisticated measures have been devised over the past decade to identify those elderly people most at risk8"' and a more efficient form of surveillance could concentrate effectively on vulnerable elderly people.
OPPORTUNISTIC SCREENING
Although 76% of patients accepted general practitioners' invitations for assessment, almost half were done in the surgery rather than in the house, as Wallace had recommended. The value of social and environmental assessments done in the surgery is doubtful.
Most doctors considered that assessment was unnecessary as their patients were already well known to them. The low level of referrals from doctors for social care suggests either that doctors do indeed know all their patients and that their functional as well as their clinical needs are being met, or that the social and functional assessment is only cursory.
Williamson suggested that most doctors are not good at case finding because their professional expectations are rarely satisfied by the apparently mundane nature of the work.'6 Moreover, they may not recognise the extent to which their latent fears about growing old and boredom with repetitious complaints impair their therapeutic attitudes and behaviour. 17 Most doctors consider opportunistic assessment to be the most appropriate form of proactive care. '8 At least three quarters of elderly patients see their general practitioner once a year or more, and assessments were probably carried out during those consultations.
The way in which nurses' work is organised gives them little occasion for opportunistic assessments. Invitations are therefore issued in a more formal way and this possibly explains the lower uptake (57%). The wording of the invitation and the style in which it is offered may also affect the number of acceptances. Examination of practice invitations suggests no correlation between encouraging letters and high uptake, but there seems to be a connection between negative invitations and low uptake. This should be investigated further. The third major pressure derives from clinical evolution. In recent years there has been an accelerating transition of medical care into general practice. Child immunisation, developmental assessment, and family planning have been shared with agencies in district health authorities, but the 1990 contract has often led to their transfer to primary health care teams. The national surveillance of the "healthy" population through well person clinics, visits to the over 75s, and new services such as foreign travel clinics has augmented the workload and responsibility of primary care.
Through the 1980s there has been a shift in the care of patients with chronic disease from secondary care into general practice. The closure of many psychiatric 624 BMJ VOLUME 305
